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THE DIVISION OF HEALTH OF MIS50URI
STANDARD CERTIFICATE OF DEATH

ﬂLEU MAR 1 8 1959 Registration District Mo, oo - Primary Registration Distriet No.

99-0110'7"7

- -}

1. PLACE OF DEATH 2. USUAL RESIDENCE (Whero deceased livad. If institution: R--Id-n:c ﬁn{_or-)
. COUNTY a STATE b. COUNTY odmix sion
° Missouri St. uis
b. C‘I);Y (If outside corporate limits, give TOWNSHIP only)| Inside Limits c. ng{ 1/3 5 b Insigd Limirs
TOWN St. louls YesD HNod TOWN University City YexO NoD
. c. Eg%}!-‘-l'?:li_“gl?': {If NOT inhospital, givelocation)|Length of stay in 1b 4. STREET {li outside, give location) Reside on Form
- INSTITUTION Jawish Hospital ADDRESS 6306 Cates Ave, YesO NoD
3. NAME OF First Middle Layt 4. DATE Month Day Year
DECEASID of
(Type or print) SAM KASH veaTh  Fab, 20 1959
5. SEX 6. COLOR OR RACE 7. f 8. DATE OF BIRTH 9. AGE (F; IF UNDER | YEAR JIF UNDER 24 HRS.
. MARRIED (3} NEVER MARRIED [ g last Jn’;‘p.}’gi':,')' onthe T Dave | Frours ‘u“.-...
Male White wipowep [ pivorcep [ nnk Abt., 75 [

‘J10a. USUAL OCCUPATION (Gice kind of work done
during most of working life, even if retired)

0. KIND OF BUSINESS OR INDUSTRY

11. BIRTHPLACE {City and mtate or country)

12. CITIZEN OF WHAT COUNTRY!

(FPex, no, or unktnown}

(1] wes, give war or dales of servic)

unk,

unk.

PART |, DEATH WAS CAUSED BY;
IMMEDIATE CAUSE (g)

m—

18, CAUSE OF DEATH [ Enter only one cquse per line for {a), (b), and (¢).]

Corntbrnd

l/accauhd

lFatlor Tadloring | ia U.S.A,
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME
Unk. Unk.
15. WAS DECEASED EVER N U. 5. ARMED FORCES? 16. SOCIAL SECURITY NO.|17. INFORMANT Address

Ave,

Qeccdensd

Mrs, Berthg Kash 6306 Cates

INTERVAL BETWEEN
ONSET AND DEATH

Cencbrad

ailircoselirirs

Conditiona, if any, "CM
which gave rise 0 DUE TO {b) >
o S Av
aling the under- . ol
iving  catse losl. OUE TO (c) A

_— )

PART 1), OTHER SIGNIFICANT COKDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL CASEASE‘CONDITION GIVEM IN PARY Wa)

15. Was AUTOPSY
PERFORMED?

VESELO 0

20a. ACCIDENT SUICIDE HOMICIDE | 200. DESCRIBE HOW INJURY OCCURRED. (Enfer nature of injury in Parl I or Part Il of Ifem 18.)
O a a
20c. TIME OF Hour Month, Day, Year
INJURY a. m,
p.m.

MEDICAL CERTIFICATION

20d. INJURY OCCURRED

20¢. PLACE OF INJURY (e. p., in or ahott home,
farm, factory, sreel, office Oidg., eic.)

20/. CITY, TOWN, OR LOCATION COUNTY

STATE

WHILE AT MOT WHILE

WORK D AT WORK D

21. I attonded the deceased from .__a /z / Lto 1 (- ov. 2k and Jast saw .h"i'm' alive on L@M?_
Death occurred at 8-. -?‘.I £ .

m on the date stated above; and to the beat of my knowledge, from the causes staled.

24. FUNERAL DIRECTOR

Herman Rindskopf Inc. 5216 Delmar

ADDRESS

Z5. DATE RECD, BY LOCAL REG.

EER 20 '59

22a. 84 TURE . (Degree or title) 0 22b. ADDRESS 22¢, DATE SIGNED
,&"\ w . 6),_ f“ 2 A /_ B?l—‘k‘ /2 /TG
23a. BURIAL, CREMATION. | Z30. DATE 23¢. NAME OF CEMETERY OR CREMATORY M. LOCATION {Cily, towrn, or county) (State)
REMOVAL (Specifi)
2/22/59 Chesed Shel Emeth Cemetery St. Louis Co,,Mo.

{Licensed Embclmer's Statament on Reversa Side)

26. ISTRAR'S SIGNATURE
lod Ll /1o
¢




e —————

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was er
by me, OF By .ot i i esia e e ce e , Student Embalmer No........

working under my perscnal supervision..

Student .. ... iiiiiiiiiiiiiiaas cresciaeans
Signeture of Stadent Embalmer

Licensed Embalmer No-?éf

P. O. Address ..............cuu..

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. |
to comply with the above constitutes grounds for revocation of license}.

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above,




